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Gestation alters kidney and urine system architecture and function, generating several symptoms and 
disorders. Functional or structural issues induce obstructed uropathy. Pregnancy may induce 

hydronephrosis, hydroureter, pyelonephritis, urolithiasis, pelviureteric junction (PUJ) blockage, bladder tumour, ank 
discomfort, fever, urine retention, hematuria, dysuria, and/or numerous symptoms. Physiological changes during in 
pregnancies must be categorised. We reviewed the medical records of 25 pregnant women with obstructive uropathy from 
September 2020 to September 2022.Participants averaged 26+4.2 years. Multigravid 80%. 84% and 76% had lower urinary tract 
pain. 76% were treated conservatively. 20% of 24% of interventional study participants needed DJ stents and 4% used PCN. 
Obstructive uropathy is a potentially reversible condition. Conservative therapy alone heals most pregnant obstructive uropathy 
patients.

ABSTRACT

KEYWORDS : Obstructive uropathy; pregnancy; conservative management; DJ stent; PCN; recurrence

Dr. Ramesh Gulla Associate Professor Department of General Surgery, AMCH Vijayapur

General Surgery

INTRODUCTION: 
Gestation often modies kidney and urinary system 
architecture and physiology, causing numerous symptoms 
and clinical diseases. Pregnancy increases renal vascular 
and interstitial volume by 1–1.5 cm and kidney volume by up to 
30% [1].

The number of nephrons stays constant, while the GFR 
increases by 40–50% [2]. Progesterone relaxes smooth 
muscles and the larger gravid uterus at the pelvic brim 
compresses the ureters, dilating the renal pelvises and 
calyceal systems. Due to physiological dextrorotation of the 
gravid uterus and engorged right ovarian vein draining into 
renal vein on the right side, 80% of pregnant women have 
hydroureter and hydronephrosis, which is more apparent on 
the right than the left [3]. 

Pregnancy may induce hydronephrosis, hydroureter, 
pyelonephritis, urolithiasis, pelviureteric junction (PUJ) 
blockage, bladder tumour, ank discomfort, fever, retention of 
urine, hematuria, dysuria, and other symptoms [4]. The 
mother's alterations in physiology must be distinguished.

Obstructive uropathy is urinary tract dysfunction that prevents 
normal urine ow [5]. Urinary tract obstruction may develop in 
renal pelvis, ureter, bladder, and urethra. Congenital and 
acquired factors may induce extraluminal or intraluminal 
urinary blockage. Urinary tract obstruction may occur at any 
age, even in utero. The calyces or urethral meatus might block. 
Scarring, stones, papillae sloughing, and blood clots produce 
intraluminal urinary tract blockage. Cancer stricture, 
enlarged uterus, trauma, and enlarged lymph nodes induce 
extraluminal ureter blockage. Location determines whether it 
obstructs unilaterally or bilaterally [6].

Pregnant women's obstructive uropathy treatment is subject to 
discussion [7]. This retrospective research examined the 
therapy of obstructed uropathy in pregnant women at our 
tertiary care hospital.

METHODOLOGY
To evaluate the management of Obstructive uropathy among 
pregnant women we conducted a hospital based retrospective 
study commencing from September 2020 to September 2022 
in the Urology Unit, Department of General Surgery, Al-Ameen 

Medical college Hospital (AMCH), Bijapur. The research 
began with institutional ethics committee approval. Written 
consents were taken. The research included all pregnant 
women diagnosed and treated for obstructive nephropathy 
who met inclusion (Pregnant women aged between 19 & 40 
yrs) and exclusion criteria (Incomplete records, Co-existing 
non-obstructive nephropathy, Co-existing obstetric causes, 
severe coagulopathy). Patient case notes were used as data.

RESULTS
25 individuals met the inclusion/exclusion criteria. 
Participants ranged 26+4.2 years old. 80% were multigravida. 
84% and 76% of patients experienced lower urinary tract 
discomfort and pain. 60% and 38% of research participants 
experienced hematuria and urinary tract infection. 76% were 
cautiously handled. 20% of the 24% of research participants 
who had interventional measures used DJ stents and 4% used 
PCN. Redo-stenting was warranted in 1 patient for recurring 
symptoms.
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Table 1: Patient characteristics

Age, Mean+SD 26+4.2

Gravida, n (%) Primi 5 (20%)

Multi 20 (80%)

Symptoms, n (%) LUTS 21 (84%)

Pain 19 (76%)

Haematuria 15 (60%)

Urinary retention 5 (20%)

Urinary tract infection 7 (28%)

Oliguria 6 (24%)

Others 9 (36%)
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DISCUSSION
Albeit its proper use, obstructive uropathy can also refer to 
mechanical or functional changes in the urinary tract that 
disrupt normal urinary ow [8]. Obstructive nephropathy has 
biochemical or clinical uraemia. Obstructive nephropathy 
causes 10% of acute renal failure and 4% of ESRD 
epidemiologically. Acute renal injury is reversible; chronic 
renal damage is permanent [9]. 

Pregnancy involves multisystemic anatomical and 
physiological changes. This retrospective research examined 
obstructive uropathy therapy in 25 pregnant women with 
obstructive nephropathy.

The study's mean age was 26+4.2 years. 80% were 
multigravid. Mandal D et al [10] discovered 45.45% were 
multigravida and 25-29 years old. 

The duration, lateralization, and severity of obstructive 
nephropathy cause non-specic symptoms. Normal or high 
urine output does not rule out partial occlusion. 84% and 76% 
of research participants experienced lower urinary tract 
discomfort and pain. 60% and 38% of research participants 
experienced haematuria and urinary tract infection. Mandal 
D et al [10] discovered 90.9% dysuria, 100% abdominal 
discomfort, 78.7% urine retention, and 33.33% fever. 
Pregnancy is associated with LUTS include storage difculties 
with urine frequency, nocturia, and urgency incontinence [11-
13].

Obstructive uropathy management starts with identifying the 
obstruction. Our experience shows that gravid uterus ureteral 
compression causes obstructive uropathy most often. 
Removing the blockage quickly is the most crucial part of 
treating obstructive uropathy [14]. We aggressively restored 
urine ow in acute blockage patients.  76% of research 
participants were conservatively handled. 20% of the 24% of 
research participants who had interventional measures used 
DJ stents and 4% used PCN. Mandal D et al [10] showed that 
72.72% of research participants had DJ stenting. In their 
research, hospitalisation, intravenous hydration, and 
antibiotics were conservative therapies. When conservative 
therapy failed, a double J stent was inserted, and patients 
were asymptomatic [10]. Conservative treatment is usually 
preferred. Urinary by-pass with antibiotic prophylaxis is 
needed when conservative therapy fails [15]. The severity and 
length of the blockage and infection determine renal recovery 
[16].

Two-thirds of obstructive uropathy patients have polyuria after 
blockage reversal. Polyuria, like acute tubular necrosis' 
polyuric phase, is a kidney reaction to restore euvolaemia and 
plasma concentrations. This 24-hour osmotic diuresis of 
retained uid, urea, and other nitrogenous solutes resolves 
[17]. The study aforementioned treated most patients 
conservatively.  

Previous research had shown that implanting a double J stent 
during pregnancy was risky and unsuccessful, yet we 
experienced no serious issues. Ringel et colleagues 
discovered that 32% of stents were removed prematurely due 
to unfavourable effects [18].  Only one patient in this study 
relapsed after starting treatment, and re-stenting improved 
their condition.
 
CONCLUSION
Obstructive uropathy is a possibly reversible illness. With 
conservative therapy alone, the majority of obstructive 
uropathy patients recover fully throughout pregnancy.

REFERENCES
1.  Barron WM, Lindheimer MD. Renal function and volume homeostasis during 

pregnancy. In: Gleicher N, editor. Principles of Medical Therapy in Pregnancy 

[Internet]. Boston, MA: Springer US; 1985 [cited 2023 Apr 19]. p. 779–90. 
Available from: http://link.springer.com/10.1007/978-1-4613-2415-7_120

2.  Sturgiss SN, Dunlop W, Davison JM. Renal haemodynamics and tubular 
function in human pregnancy. Baillieres Clin Obstet Gynaecol. 1994 
Jun;8(2):209–34. 

3.  Rasmussen PE, Nielsen FR. Hydronephrosis during pregnancy: a literature 
survey. Eur J Obstet Gynecol Reprod Biol. 1988 Mar;27(3):249–59. 

4.  Lin KL, Shen CJ, Wu MP, Long CY, Wu CH, Wang CL. Comparison of low 
urinary tract symptoms during pregnancy between primiparous and 
multiparous women. Biomed Res Int. 2014;2014:303697. 

5.  Ayekpam M, Keretsu T, Singh A. Evaluation of Obstructive Uropathy with 
Computed Tomography Urography and Magnetic Resonance Urography - A 
Clinicoradiological study. IOSR Journal of Dental and Medical Science. 2015 
Dec;14(12):1–5. 

6.  Halle MP, Toukep LN, Nzuobontane SE, Ebana HF, Ekane GH, Priso EB. The 
prole of patients with obstructive uropathy in Cameroon: case of the Douala 
General Hospital. Pan Afr Med J [Internet]. 2016 [cited 2023 Apr 19];23. 
Available from:http://www.panafrican-med-journal.com/content/ 
article/23/67/full/

7.  Elder JackS, Duckett JohnW, Snyder HowardM. Intervention for fetal 
obstructive uropathy: has it been effective? The Lancet [Internet]. 1987 Oct 
[cited 2023 Apr 19];330(8566):1007–10. Available from:https://linkinghub. 
elsevier.com/retrieve/pii/S0140673687925670

8.  Ishidoya S, Kaneto H, Fukuzaki A, Takeda A, Ogata Y, Nakagawa H, et al. 
[Pathophysiology and clinical implication of obstructive nephropathy]. Nihon 
Hinyokika Gakkai Zasshi. 2003 Nov;94(7):645–55. 

9.  Mourmouris PI, Chiras T, Papatsoris AG. Obstructive uropathy: from 
etiopathology to therapy. World Journal of Nephrology and Urology [Internet]. 
2014 Apr 3 [cited 2023 Apr 20];3(1):1–6. Available from:https://www.wjnu. org/ 
index.php/wjnu/article/view/154

10.  Mandal D, Saha M, Pal D. Urological disorders and pregnancy: An overall 
experience. Urol Ann [Internet]. 2017 [cited 2023 Apr 20];9(1):32. Available 
from:https://journals.lww.com/10.4103/0974-7796.198901

11.  van Brummen HJ, Bruinse HW, van der Bom JG, Heintz APM, van der Vaart CH. 
How do the prevalences of urogenital symptoms change during pregnancy? 
Neurourol Urodyn. 2006;25(2):135–9. 

12.  Mason L, Glenn S, Walton I, Appleton C. The prevalence of stress 
incontinence during pregnancy and following delivery. Midwifery. 1999 
Jun;15(2):120–8. 

13.  Sun MJ, Chen GD, Chang SY, Lin KC, Chen SY. Prevalence of lower urinary 
tract symptoms during pregnancy in Taiwan. J Formos Med Assoc. 2005 
Mar;104(3):185–9. 

14.  Palmieri PA. Obstructive nephropathy: pathophysiology, diagnosis, and 
collaborative management. Nephrol Nurs J. 2002 Feb;29(1):15–21, 96; quiz 
22–3. 

15.  Bañón Pérez VJ, Rigabert Montiel M, Nicolás Torralba JA, Valdelvira Nadal P, 
López Cubillana P, Server Pastor G, et al. [Management of obstructive 
uropathy in pregnancy]. Actas Urol Esp. 1999 Mar;23(3):227–31. 

16.  Wang SJ, Mu XN, Zhang LY, Liu QY, Jin XB. The incidence and clinical features 
of acute kidney injury secondary to ureteral calculi. Urol Res. 2012 
Aug;40(4):345–8. 

17.  Chávez-Iñiguez JS, Navarro-Gallardo GJ, Medina-González R, Alcantar-
Vallin L, García-García G. Acute kidney injury caused by obstructive 
nephropathy. Int J Nephrol. 2020;2020:8846622. 

18.  Faúndes A, Brícola-Filho M, Pinto e Silva JL. Dilatation of the urinary tract 
during pregnancy: proposal of a curve of maximal caliceal diameter by 
gestational age. Am J Obstet Gynecol. 1998 May;178(5):1082–6.

VOLUME - 12, ISSUE - 05, MAY - 2023 • PRINT ISSN No. 2277 - 8160 • DOI : 10.36106/gjra


